where it has been estimated that 2 5% of the population each year require the attention of a physician competent in neurology.2 Little is known, however, about the numbers of patients with neurological problems who are seen in district-general hospitals within the United Kingdom, about the nature of their problems, the treatment they receive and the criteria for referral to specialist centres practiced in these | k hospitals.
Results
There were 925 admissions during the period August 1983-July 1984. One hundred and eighty cases (19%) were diagnosed as suffering from a neurological complaint which was the primary reason for their admission to hospital. There were a further 19 patients (2%) who had an active neurological disorder which, although not the primary reason for admission, was felt to contribute to their hospitalisation.
Sources of admission
The majority (77%) of patients were admitted either through the Accident and Emergency Department (A & E) or at the request of the General Practitioner (GP). A much smaller number of cases were admitted from outpatients (OP), domiciliary visits (DOM) or by transfer from the Downshire Psychiatric Hospital. A further four patients were admitted by the mobile coronary care unit (MCCU). (Table 1 summarises sources of admission).
Primary neurological diagnoses These are summarised in table 2. As might have been expected vascular disease formed the largest category, with stroke the single most common neurological disorder seen (26% of all neurological cases). The average age of the 46 cases of stroke was 69 years (range 37-90 years) and also as might have been predicted they were among those that tended to stay in hospital the longest (average stay 24-0 days). Nine patients (20%) were aged under 60 years. In four cases the stroke was felt to be in the vertebrobasilar territory, the rest being in the carotid territory.
Of these patients, 17 went home, 13 died, five had a period of rehabilitation in the geriatric unit, eight required some form of continuing care and three others were transferred to another hospital. Morrow, Patterson seen primarily at a district general hospital are referred to a regional centre. This is in marked contrast to the situation in the USA where in calculating future requirements for neurologists7 it was expected that high percentages of common neurological complaints should be seen by a neurologist. This seems to highlight the considerable differences in terms of patient expectation and availability of neurologists between the UK and the United States.
One would expect a physician trained as a neurologist to manage patients with neurological disease more efficiently and effectively than a physician with little neurological training. If this is true then the implication that can be drawn from this study is that patients with acute neurological disease in the UK are not at present receiving the most efficient and effective management.
How then can this situation be improved? Firstly, should neurology figure more in postgraduate training of a general physician? Given that 20% of the admissions are neurological, 12 months at a registrar or senior registrar level would not seem excessive. At present there is no stipulation or even recommendation from the Royal Colleges of Physicians on this subject. This would certainly increase awareness of neurological practice by physicians although it might not necessarily expose them -to the type of neurology seen in district general hospitals.
Would an increase in visits from a neurologist help? One or more weekly visits from a neurologist would enable not only new and review outpatients to be seen locally but also neurological inpatients to be seen at the request of the local physicians. If a good working relationship was established then the practices of the neurologist should positively influence the neurological practice of the physicians. Such contact would also establish a personal line of communication to the Regional Neurological Centre and should make the ordering of specialised investigations easier. Thus acute neurological patients would continue to be managed by physicians who would have much more readily available neurological advice. One session per week from a neurologist would cover a population of about 50,000 people and with three such weekly clinics this would mean one neurologist per 150,000 of the population. This arrangement would require a doubling of the present numbers of consultant neurologists. 
